Introduction
In recent years in the health services the need has been stressed to use management tools which highlight the central role of professionals and which support the implementation of a clinical leadership based on greater autonomy and decision-making in management. The purpose is to allow alignment with the ultimate goals of health systems, which are to strive for a service with a high degree of effectiveness, to respond to the needs and expectations of citizens, and to have medium and long term sustainability.
There are many conceptual approaches in the field of clinical management: its realization in defined organizational spaces (Clinical Units); synergy with other management tools such as the process or clinical pathway approach and the definition of competences; the use of clinical guidelines or the use of scientific evidence as guarantees of clinical effectiveness; the new relationship between professionals and patients where more proactive models promote the use of patient decision aids that encourage participation in shared decision-making, where core dimensions of healthcare quality such as continuity and safety are reasonably assured.
Clinical management could be defined as the ability of health professionals to manage the resources they use in their clinical practice efficiently and effectively . It establishes the effective involvement of professionals in achieving the objectives of the healthcare organization and is associated with greater decision-making capacity and autonomy. It also establishes greater commitment to the citizen (taking into account their needs and expectations) and to the healthcare organization by promoting sustainability in the short, medium and long term. There are many initiatives aimed at boosting clinical management in the public health sector as a strategy to ensure greater effectiveness and sustainability of the health services. This chapter seeks to analyze possible critical success factors to be considered when starting this type of project.
Critical Success Factors
A Critical Success Factor (CSF) is a particular feature of the organization's internal or external environment that is important for it to achieve its objective. A factor is critical if its www.intechopen.com Quality Assurance and Management 268 fulfilment is absolutely necessary to achieve these objectives, thus requiring action from the sectors involved. Critical success factors that can determine the proper development of clinical management can be summarized as follows:
Patient-centred care
From a public service perspective, the focus of healthcare is the citizen, so any approach to intervention should be based on their needs and expectations. To achieve this, these needs and expectations must be explored and understood. Their fulfilment must be seen as a fundamental dimension in the quality of service provided. In the last 40 years a large body of literature "has been advocating a patient-centred approach in healthcare" (Mead and Bower, 2000, 1087) . Since then, different definitions of the concept have emerged. Byrne and Long (1976) proposed a definition that emphasized a style of medical consultation that uses the patient's knowledge and experience to guide the interaction between themselves and the healthcare professional. From a clinical management point of view rather than healthcare, Laine and Davidoff (1996) understood patient-centred care as more "congruent with, and responsive to patients ' wants, needs and preferences." This entails: the inclusion of a biopsychosocial perspective in the treatment of disease; the patient being conceived as "a personal experience rather than an object" suffering from an illness (Mead & Bower, 2000 : 1089 ; sharing decisions and responsibilities in a more cooperative manner; assuming an intersubjective character in the doctor-patient relationship, strengthening its human dimension. This way of approaching healthcare attempted to oppose the conventional "biomedical model" (Friedson, 1970) of doctor-patient relationship. In that conventional model the relationship is reduced to identifying the clinical signs and symptoms of a disease and the subsequent prescription of a standardized treatment.
At present the clinical setting is much more open. The traditional reliance of service organizations on changes in their environment was not applicable to health services imbued with technical self-importance, the guarding of information and one-sided communication processes with patients. The paradigm shift aimed at making the citizen the real objective of clinical practice, has opened a new scenario in which the units must build a new relationship with the patient in which new skills and abilities should form part of the action plans of professional teams.
From the clinical management standpoint, the model of patient-centred care carries certain elements of responsibility for the patient. In this sense, it is assumed that the information must be accurate and shared, rights respected and participation guaranteed. These elements define perfectly the changes of direction that a clinical unit or department must take in order to develop a clinical management plan, and which basically involve: 269 consent and patient decision aids. To achieve this goal it is essential to improve the communication skills of the professionals in the clinical unit.  Transparency, to bring the results of the clinical unit or department to the attention of society, opening channels of communication that support the transmission of information and knowledge, and encouraging participation through social networks, patient forums, etc. 
Leadership
Clinical leadership is central to the strategy of clinical management. Studies, such as those of Cunningham and Kitson (2000) and West et al. (2004) , have demonstrated the importance of clinical leadership in improving the quality of care and how the use of evidence-based medicine has resulted in a more patient-centred practice. The importance of the role played by the clinical leadership is acknowledged by the government agencies responsible for ensuring the quality of care, such as the National Health Service of Scotland being given responsibility for "driving service improvement and the effective management of teams to provide excellence in patient/client care" (NHS Scotland 2004: 4) . Also, other organizations such as the Joint Commission speak of "effective leadership" that determines the strength and consistency of performance in areas such as planning, management, coordination, provision and improvement of health services (Joint Commission Resources, 2009 ).
However, this leadership is not an isolated factor and requires other support. As stated by West et al. (2004) , other support mechanisms and staff must be deployed and promoted for clinical leadership to be successful in achieving greater quality of care. Among these mechanisms, those associated with the empowerment paradigm (Abdelrazek et al., 2010) are highlighted. There is broad academic consensus on the importance of empowerment in work environments. On the one hand, there is a macro perspective on the contextual agents and socio-structural conditions that facilitate empowerment. On the other, the micro perspective focuses on the feelings of employees about their role within the organization, and has been called "psychological empowerment" (Knol & van Linge 2009) . Both aspects of empowerment, structural and psychological, provide clinical leadership with performance tools that improve both individual work and the work context in which they are located.
Therefore, professional leadership must be encouraged in all its aspects, making the stakeholders of the clinicians the objectives of the organization, striving for commitment to them and providing effective leadership tools from the management structures.
This process necessarily involves the need to define the map of the competencies, attitudinal and/or knowledge and abilities, that healthcare professionals have to incorporate. In other words, it is a matter of cataloguing best practices to guide professionals to achieve their own development goals. It establishes a set of competencies that helps determine the gap between the actual competencies that a particular professional may have and those required by their competencies map. An appropriate training programmes can then be established to reduce any gap. Different international organizations, such as the International Union for Health Promotion and Education (IUHPE), have encouraged and agreed standards for career development within the healthcare sphere, helping to establish a common international professional development framework (Shilton, 2009) .
In this regard, the launch of an ambitious professional development project by the Andalusian Agency for Healthcare Quality (Spain) is highlighted. A tool for the Management of Individual Development Plans has been designed and implemented which allows the competence gaps to be identified among the professionals of the clinical units. This is achieved through a process of self-assessment based on identifying levels of achievement in relation to a catalogue of best practices for the job. Training or professional development programmes are established according to the identified gap.
(http://www.juntadeandalucia.es/agenciadecalidadsanitaria/formacionsalud/)
It is also important to clearly define the figure of the manager or director of the clinical unit, establishing their competency map and their assigned functions. Interaction with the managers of other healthcare centres and political structures of the healthcare system is stressed as one of the core attributes that define clinical leadership, according to Christian and Norman (1998) . They also play the role of manager of all the resources (human, financial, equipment and materials) that make up the Clinical Unit.
On this topic, it should be noted that the Observatory for Quality of Health Training-Spain, using the tool for the Management of Individual Development Plans, has defined the competency map of the managers or directors of the Clinical Units of the Andalusian Public 
Teamwork
A patient-centred approach to healthcare involves a multidisciplinary care process built around a team with common goals and developed in an integrated organizational model. The importance and effectiveness of teamwork in healthcare processes have been widely studied in recent decades. In fact, some studies have empirically validated their effectiveness through the study of their structures and dynamics (Mickan, 2005) . Mickan (2005) indicates two large blocks of benefits of effective teamwork: collective and individual benefits. Among the collective benefits may be found those affecting the organization, such as reducing the time and costs of hospitalization and greater accessibility for patients, and those affecting the team such as a more efficient use of healthcare services or improved communications. The individual benefits affect the patients by improving satisfaction, greater acceptance of treatment and improved health outcomes, and the professionals, who experience improved satisfaction and well-being at work.
In the view of this chapter's authors, teamwork will play an important role in the effectiveness of the results obtained in clinical practice. In other words, the capacity of health professionals in a particular clinical unit to integrate will be directly related to their clinical effectiveness and their decision-making ability. This will therefore determine the final results of the unit. For example, the Strategic Plan 2010-2013 of the Hospital Clinic of Barcelona is based on teamwork as an essential element in the organization of healthcare units (Castells, 2011) . 
Autonomy and responsibility
The ability to make decisions on resources in clinical practice is the core concept of clinical management. That capacity has to be based on the commitments established with the organization through procedural agreements that define the playing field between healthcare units (departments) and Corporate Management. This is probably one of the most difficult success factors to develop in practice because it incorporates a different culture, which clashes with the values, or rather with the roles traditionally assigned to the different actors in the system. There is widespread academic agreement on the need to maintain a certain degree of autonomy for healthcare professionals in order to improve not only their ability to cope with everyday challenges, but also as a fundamental aspect of their personal performance and motivation (Harrison and Dowswell, 2002) . The demands of autonomy and responsibility for the clinical units stem from those benefits that have been empirically demonstrated in the professional field (Schulz et al. 1991 , Akre et al. 1997 , Kapur et al. 1999 . The main focus of these analyses has been on the ability of professionals and clinical units to determine or establish their own clinical strategies and the assessment of their own performance. However, demands for autonomy and "decentralization" of decision-making in clinical practice have not been without developmental difficulties. As in any other field of work, autonomy in clinical practice has faced problems that derive from the ongoing "bureaucratization" of the processes and "mechanization" of the tasks of professionals, with their decisions subject to ever increasing controls. (McKinlay & Arches, 1985) .
There is little tradition of managers delegating tasks and responsibilities to healthcare professionals, even though it is the clinical decisions that have a more direct impact on resource consumption. Furthermore, healthcare professionals are not inclined to take responsibilities which they believe are outside their healthcare role. To this can be added a traditional distrust between the two camps. The nature of this distrust is rooted in the culture clash between the medical corpus and those that Alford (1975) termed "corporate rationalists", these are managers and healthcare policy-makers that need not be medically qualified (Camprubí, 2011) . For Alford, the corporate rationalists are confronted by structures that represent the interests of the "professional monopolists", i.e., the healthcare professionals, and they stress rational planning and efficiency over the decisions of healthcare experts (Alford, 1975 , Lewis, 2006 . Along the same line, Lewis states "…the power of the medical profession in the health policy arena, by analysing which actors are perceived as influential, and how influence is structured in health policy" (Lewis (2006) . Despite the claims of other studies, Lewis empirically demonstrates the increasing capacity of healthcare professionals to influence health policy, and therefore they have greater responsibility in decision-making.
It is therefore essential to incorporate new management styles where the prime role of managers is to facilitate healthcare processes and to support the operation of clinical units. On the other hand, professionals must be introduced to, and trained in, the various competencies that encourage their participation and involvement in decision-making on the use of resources. Finally, all this must be articulated through management or grant agreements that clearly establish the commitments made by both sides, linking the achievement of individual objectives, and those of the clinical unit, to an incentives model. Although there is broad consensus on this, when it comes to it being put into practice, healthcare organizations face difficulties caused largely by the, not always peaceful, coexistence of strong, pre-existing corporate interests or divisional structures that detract from the patient-centred vision and which make decision-making difficult at the clinical unit level. At other times, it is the managers of the healthcare organizations themselves who are reluctant to redirect their own role to allow real decentralization of management processes, incorporating and engaging clinical decision makers. It is probably necessary to introduce different rules which enable some professional and management roles to be redefined, or to create less hierarchical structures that more obey effectiveness and efficiency criteria, that allow effective integration of resources to give a more cohesive response to the needs and expectations of the citizens. 
Care organized from an integrated view of processes
In today's information society the citizen plays a major role, in such a way that their expectations have a direct impact on the modes of action of any service delivery organization. Factors such as user-perceived quality have become essential elements that bring legitimacy to any organization providing services, and thus become an important value to be analyzed by any healthcare organization .
This scenario requires an analysis of what healthcare organizations are doing, how they are doing it and what level of response is given to the needs and expectations of the user of healthcare services. However, this may not be sufficient unless it is done from a comprehensive view of healthcare processes. For instance, it is difficult to refer to concepts such as total quality, or a comprehensive view of quality, if some issues on continuity of care and appropriateness of healthcare processes have not been previously resolved.
The possibility of receiving comprehensive and continuous healthcare currently faces a number of difficulties, largely caused by how the health services are organized. Departmental segmentation is possibly due more to the interests of managers and professionals than the needs of users. Organizations can be unnecessarily complex, and often "super-specialization" does not properly address the diversity or multisystemic nature of the problems that health services face. If inadequate mechanisms for coordination between different levels of care and a poor patient-centred tradition are added, the idea of comprehensiveness that encompasses the concept of total quality may seem a little beyond reach .
On the other hand, if the expectations of citizens regarding what they demand from healthcare organizations, especially if they are public, are explored in depth, it is seen that they express a desire for higher quality healthcare in terms of accessibility, effectiveness , safety and information. Satisfaction must be measured, but it is increasingly conditioned by elements of comprehensiveness. In fact, poor coordination between levels of care has a negative effect on accessibility to services, and the effectiveness and safety of clinical performance.
Evolving from "how much" is it done to "how" is it done, is undoubtedly an important qualitative step in healthcare organizations, and is related to a different vision of healthcare that assumes a commitment to quality and which requires a comprehensive view of the processes taking place in their services. The integrated approach to these care processes should pursue the following objectives: Process management attempts to ensure continuity of care at all times, and is therefore intended to seek a unique and coordinated provision of services, avoiding fragmentation of care at multiple levels (Consejería de Salud -Regional Ministry of Health, 2001). Therefore, process management is understood as the set of elements that are linked sequentially to meet the health needs of citizens. It provides a vision that goes beyond inter-level coordination and attempts to delve into the meaning of "Care Continuity" (Torres Olivera, 2001 ). This approach requires healthcare organizations to order the actions that are performed in different areas, by different professionals at different times. The processes are thus approached horizontally, involving all levels of care and all the professionals involved in them.
Fig. 5. Care organized from an integrated view of processes
Integrated process management is an approach to patient healthcare that seeks to coordinate resources across the health system (Fernández, 2003) . This means an integrated approach to preventive actions and health promotion, the use of clinical practice guidelines, appropriate criteria in the management of resource and support to diagnosis, the appropriate use of drugs and the evaluation of results.
This means trying to analyze working methods in the light of the best available evidence, proposing elements for improvement so that added value is given to recipients of the healthcare process, i.e. the citizens and patients. Process mapping a clinical unit or department will determine its portfolio of services and its quality characteristics, as well as establish roadmaps for patients in the healthcare setting and establish the competencies that professionals have to develop (Mora Martínez, 2002) . The approach to healthcare with a focus on processes and the definition of roadmaps for patients allows the identification of critical elements related to information or communication with the patient, or the introduction of important aspects related to healthcare quality such as patient safety.
Professional competencies
The term Competence in its current sense is due to David McClelland, a psychologist at Harvard University, an expert in motivation theory, who published an article in 1973 which caused a radical shift at the time. The article suggested going beyond the traditional evaluation methods in human resources management to focus on directly searching for those behaviours that were shared by those who were excellent at their job within a specific culture, and which differentiated them from the rest (McClelland, 1973) .
From this perspective, the determination of professional competences, and the generation of tools that manage them, becomes a key to continuing professional development (ReyesAlcázar et al., 2011). Competence management not only encourages professional development but also innovation in learning models and processes of exchange and dissemination of knowledge. It also directs an organization towards professional excellence, cooperative work and the development of models of professional recognition and incentives.
The map of competencies of healthcare professionals should be set as a Gold Standard that contains the knowledge, skills and attitudes desirable for developing excellent clinical practice.
A typical competency map consists of a set of key competencies for a specific job and the best practices that a professional should develop for optimum performance in that job. The map should be related to the desired results and the individual and organizational objectives. Consequently, competence refers to a person's ability to efficiently undertake a specific job. Thus, competence has to meet certain criteria: [1] Consider the context, i.e., the real world scenarios where these competencies have to be developed. By comparison with the competence map, the healthcare unit professionals can carry out a process of self-assessment to establish the competence gaps, and produce individual professional development plans that will determine the training and learning processes that are needed for their development.
One of the most important projects currently under development in the field of competence management is that undertaken in Andalusia (Spain) by the Andalusian Agency for Healthcare Quality for the Public Health Service since 2006. This accreditation model is intended to recognize excellence of professionals through a self-assessment system that identifies the competences that a particular professional should have, the good practices that should be present in each job and the evidence that must be provided to demonstrate those competences. -Udine, 2007) . In this model, the competencies encompassed the individual qualities indicative of effective performance. These attributes include knowledge, abilities and attitudes that enable the professional to make the right decisions in each case. Moreover, the term competence also means the sphere of responsibility or professional area in which the law gives the professional the right to make autonomous decisions. The healthcare competencies of the COM-VA© model define 6 domains: 1) caring for the patient; 2) assessing, diagnosing and addressing changing clinical situations; 3) helping the patient to keep to their treatment; 4) helping to ensure safety and the healthcare process; 5) facilitating the process of adaptation and coping, 6) teamwork and adapting to a changing environment (Juve-Udine, 2009). Patton, 1997; Berkowitz, 1995) . The evaluation process must be accompanied by a prior planning process that delineates the compliance objectives, both those that are strategic to the unit and those operational and care objectives of the processes. This will allow the objectives in the Procedural Agreements made with the Corporate Management to be assessed.
Results-orientation
In this sense, healthcare units must have a Balanced Scorecard to collect information in summary form, identifying areas for improvement and allowing the unit to establish benchmarking processes. The information systems of the centre (hospital, primary care, etc.) must support the collection of information necessary to enable the unit to analyze its results and propose actions for improvement.
According to Keller et al. (2002) , an integrated evaluation programme and results-oriented planning consists of two fundamental elements in its design. First, it involves the selection of aims, which will clarify the objectives to be achieved. Generally, the objectives are difficult to measure and should be broken down into measurable indicators, according to criteria of continuity in time and external comparison. Second, it involves designing a specific strategy to enable the achievement of those aims and objectives identified. From the standpoint of healthcare units, the selection of an appropriate strategy will help improve quality in terms of efficiency and effectiveness, while the identification of aims will improve quality in terms of adaptation.
Indeed, the development of a Balanced Scorecard helps to translate the strategy of an organization into measurable objectives. In a sense, the healthcare unit is put to the test to see if it is capable of monitoring what it does. The Balanced Scorecard developed by Kaplan and Norton in 1992 has gained enormous popularity in recent times. It was the result of a year-long study that arose out of a general notion that as knowledge became a basis for competition, conventional financial measures were becoming obsolete Norton, 1992 en Keller et al., 2010) . The term balanced reflects the balanced consideration given to long-and short-term objectives, financial and nonfinancial measures, leading and lagging indicators, and external and internal performance perspectives (Keller et al., 2010) . The BSC is a system of causal relationships among composite indicators (Key performance areas), that integrate large amounts of information (Key performance Indicators) into an easily understood single metric (Lovaglio, 2011) . This basic outline of corporate and business management has also been exported to the healthcare setting. The work conducted by Baker and Pink (1995) is highlighted among the first in this field. In that study, the authors proposed a balanced scorecard model for hospitals with which they hoped to obtain a balanced view between the areas for improvement identified by the organization and those identified by patients. As Lovaglio (2011) confirms, the basic principles of a balanced scorecard model for the health sector have been adequately agreed in the scientific literature (Chow et al. 1998 , Zelman et al. 1999 , and have also been widely applied in public healthcare systems and organizations (Inamdar, Kaplan and Bower, 2002; Northcott and France, 2005) . This reinforces the certainty of its feasibility and applicability for any healthcare unit. The indicators of a clinical unit must include those of an operational nature that assess processes and tasks from the standpoint of efficiency, and those of a comprehensive nature that allow the monitoring of fulfilment of the strategic goals previously agreed by the organization. Recently, studies have proliferated which investigate the factors affecting the variability of healthcare. Variability attributed to medical practice itself is, from the standpoint of clinical management, an inefficient use of resources because resources are allocated to services of dubious effectiveness (Bernal-Delgado, 2008; Peiró et al., 2009) . In other words, setting strategic goals also means avoiding variability in clinical practice and moves the model closer to evidence-based practice.
The existence of both strategic and operational level indicators in clinical units facilitates designing a more accurate results orientation, and thus management structures can align the Mission, Vision and Values of the unit with the desired results. In general, it can be theorized that a Mission of a clinical unit or department would be to efficiently and effectively manage the resources used in its normal clinical practice. Its Vision would be to achieve a continuity of care model to meet the expectations of patients and professionals. Finally, the Values that underpin the daily work would be, at least, transparency, integrity, cooperation, and scientific rigor.
In short, promoting results orientation within healthcare units provides four basic results focused on quality improvement: 1) A set of healthcare indicators that can be subjected to longitudinal comparison over time; 2) Another set of indicators of the satisfaction with the care given to users/patients; 3) A map of areas that need improvement; 4) The possibility of establishing standardized processes of comparison with the best units, or in other words, monitoring performance using the benchmarking criteria.
Capacity of self-assessment and external assessment
The concept of Continuous Quality Improvement (CQI) should permeate the entire development of clinical management. Initially designed for the business sphere, the concept of CQI has been gradually incorporated into healthcare models (Chovil, 2010; Hyrkäs & Lehti, 2003; LeBrasseur, Whissell, & Ojha, 2002; Shortell, Bennett, & Byck, 1998) . Its adoption by a healthcare unit "enables it to be proactive rather than reactive by relying on a continuous evaluation of processes and outcomes" (Chovil, 2010: 22) .
Fig. 7. Results-orientation
One of the most widely used methods to achieve this has been the process of self-assessment by professionals and healthcare units. Studies such as that of Hyrkäs & Lehti (2003) have demonstrated the favourable impact of self-assessments in healthcare units on the satisfaction perceived by patients. However, self-assessment cannot be the only means of monitoring the performance of healthcare units. This self-assessment process must be endorsed on a regular basis through a process of external assessment to objectively establish achievements and examine the quality of healthcare provided by the healthcare unit.
As noted above, the external assessment of performance of a healthcare unit can be given by indicators of satisfaction of the users/patients. In fact this is a process of external assessment www.intechopen.com Quality Assurance and Management
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of results focused on the evaluation by end users. However, external assessments do not address all aspects that must be evaluated to identify the greatest possible number of weaknesses, areas for improvement and subsequent corrective actions. All these dimensions, much more specific regarding the efficiency of processes and reflections on the potential of healthcare units, must be determined by agents specialized in the field of healthcare assessment. In recent years, the commitment to healthcare quality has encouraged the emergence of agencies, organizations and international agreements responsible for the assessment and accreditation of healthcare professionals, centres and units.
Some of the most important international, national and regional organizations and agencies dedicated to the accreditation of healthcare units and centres are the following.
Firstly, The International Society for Quality in Health Care (ISQua) which is a not-for-profit organization that emerged in 1986. The International Journal for Quality in Health Care is published on behalf of ISQua. Also, ISQua organizes an international conference which provides a forum and meeting place for agencies specialized in accreditation and external assessment, organizations dedicated to healthcare and all types of stakeholders. In short, the external assessment of healthcare units through accreditation means the certification of compliance with predetermined quality standards by an external organization. This accreditation ensures the commitment of the healthcare unit to the continuous quality improvement developed in its process of self-assessment.
As discussed above, there are a significant number of quality accrediting or certifying agencies or organizations in different countries, some public but most of them private entities. Their approaches are different even though their terms of reference (standards) are very similar. The differences lie primarily in the field of accreditation, [a] in how the selfassessment processes are managed, [b] in whether the assessment processes are systemic or fragmented [c] in the possibilities of exploiting the information that results from the certification process. In this sense a model focused on continuous improvement in the context of a clinical unit is a model best suited to promote cultural change in healthcare organizations. This is because they take a different approach to clinical practice compared with models oriented to the global accreditation of health centres -which may improve some aspects of management and organization of the centre but have little impact on actual clinical practice- (Cutler, 2000) . The continual use of external assessment results to promote the identification of areas for improvement in ongoing self-assessment processes is an important way of promoting real changes in the way of doing things at the level of clinical units and departments (Schrijvers 2003) . 
Conclusion
Clinical management encourages the capacity of self-organization and professional autonomy, it stimulates accountability in the management of the resources used in clinical practice, and it instils the culture of continuous improvement and results orientation. It thereby facilitates an organizational design which is more adaptable to the needs of professionals and citizens.
www.intechopen.com
Critical Success Factors for Quality Assurance in Healthcare Organizations
285
Critical success factors that can determine the proper development of clinical management can be summarized in the following key ideas:
1. Orient health services to citizens and patients, exploring their needs and expectations, promoting their participation by providing accurate and quality information. To ensure the achievement of this critical success factor it is essential to measure patient satisfaction and use this information to improve healthcare. 2. Form multidisciplinary teams which provide integrated responses and share common goals. 3. Establish procedural agreements with corporate management which clearly set out the commitments of both parties, agreements that signify a greater capacity for decisionmaking and greater accountability on the part of the clinical units and departments. 4. Define the set of healthcare processes of clinical units and departments that address their quality characteristics and critical safety points. 5. Determine professional competence maps for members of healthcare units, departments and organizations, which allow individual development plans and specific training plans to be established. 6. Set indicators so that healthcare outcomes, satisfaction, efficient resource management and benchmarking can be measured. 7. Promote self-assessment and submit to periodic accreditation processes and/or external quality assessment.
By taking into account the critical success factors outlined above, a management plan for a clinical department or unit can be approached with a guarantee of success. Essentially it involves: Optimizing the existing knowledge in the organization and putting it at the service of citizens. Increasing the quality in healthcare processes through further development of competence of the professionals involved in them. And finally, using a different vision of the organization to orientate it to processes, by decentralizing decision-making and encouraging greater involvement of professionals in corporate objectives.
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